
Welcome To Our Practice
Client Information

Date: ___/___/_____ Social Security # ____-___-_____ Birthday: ___/____/_____

Name (Last) ________________________(First)______________________________
Address: __________________________City/State/Zip _______________________
Home Phone (       ) _______-___________ Work Phone (      ) ______-_____________
E-Mail Address: ________________________________________________________

Employer: _____________ Employer’s Address: _____________________________
Cell Phone (      ) _____-_________  
Emergency Contact Name:_________________ Phone (      ) ______-____________ 

How did you hear about our practice? (Circle One)
Google    Bing    Yahoo    Facebook    Twitter    Yelp     Referral    Other ____________

Number of Pets: ____  Circle Type(s):   Dog    Cat    Rabbit   Ferret    Bird    _________
Primary Reason for Visit: _________________________________________________

Method of Payment:    DEBIT

____       ____       ____        ____       ____        ____         ______

Pet Information
Pet’s Name: _________________________  Dog ___ Cat ___ Rabbit ___ Bird ___ Other ________
Sex:  M ___ F ___ Age: ____ Birthdate: ____/ ____/ ______ Breed: __________________________
Color: __________________________ Neutered/Spayed: Yes ___ No ___ At what age? ________
What age was your pet obtained? ___________________ From: ___________________________
Describe your pet’s diet: ____________________________________________________________
List your pet’s current medication: ____________________________________________________

Is there anything else you would like to make us aware of about your pet?  (Use space below.)
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Pet Information 
Please check any symptoms or problems you’ve noticed with your pet:

___ Appetite Loss

___ Behavioral Changes

___ Breathing  Problems

___ Coughing

___ Depression

___ Diarrhea

___ Eye Disorders

___ Gagging

___ Gums Bleeding

___ Limping 

___ Loss Of Balance

___ Scooting

___ Scratching

___ Shaking Head

___ Sneezing

___ Thirst

___ Urination Increase

___ Vomiting

___ Weakness

___ Other ___________

____________________

Pet’s History (Check All That Apply)

___ Distemper

___ Parvovirus (Dog)

___ Rabies (Dog/Cat)

___ Feline Leukemia Test

___ FVRCP 
(Infectious Disease Cats)
___ Dental

___ Prior Surgery

___ Prior Illness

___ Other

If you checked prior surgery, illness or other please describe below:

Authorization:
I hereby authorize the Veterinarian to examine, prescribe for, or treat 
the above described pet. I assume responsibility for all charges incurred
in the care of the animal. 

I also understand that all professional fees are due at the time services 
are rendered.

Signature of client responsible for pet(s) _________________________ Date: _____
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